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Curiosity. Are you curious enough to read on?
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Curiosity is a universal and omnipotent, predomin-
antly human trait.1 It underlies child development
and plays a major role in learning, discovery and
art. In between, it is the spice of daily life and a
strong bonding element between people. For clin-
icians, curiosity makes the difference between tire-
some ‘automatic pilot’ practice2 and keenly
expecting to meet a new challenge, a new learning
opportunity and a new person on each encounter.3

To feel and be able to impart this element of renewal
and enthusiasm is perhaps the greatest achievement
of medical educators, and curiosity is the sine qua non
of this and of any meaningful research. No wonder
that curiosity (i.e. ‘inquisitiveness’) is an established
primary goal of medical education4 and an acknowl-
edged component of professional competence.5

Yet, ‘curiosity’ as a key attribute to success is not
mentioned during residencies and research fellow-
ships. Although curiosity and Observation (import-
antly, one begets the other) can be acquired and
cultivated,6,7 its ingrained presence must be a valu-
able asset, but it is not evaluated among medical
school candidates. In tandem with the scarcity of
curiosity as a focus of teaching or training, but the
term is relatively poorly represented in the medical
literature. A PubMed search for ‘curiosity’ AND
‘medical education’ yields only few publications,
mostly irrelevant. Although highly humanistic phys-
icians identified a genuine sense of being curious
about their patients as an essential fuel sustaining
their humanism,8 and the patients’ perspective is no
different,9 research evidence is practically non-exis-
tent. Considering the key role of curiosity in medicine
(Figure 1), these deficiencies are surprising.

If defined as an innate attitude of sincere, widely
applied interest in other persons encountered and in
things observed, curiosity is associated with a desire
to know more and ideally has seven important char-
acteristics. It is omnipresent, and not just clinical. It is
target-independent and applies to numerous everyday
observations and encounters, often to small details,
and not only to grand or unique experiences. It is a
lifelong trait, and not temporary or occasional. It is
friendly, and not intrusive, felt by the other person

and very likely to elicit a warm response. It is bidir-
ectional, mostly directed outward but also bearing
inwards as in introspection, reflection and mindful-
ness. It is conceived as pleasurable, and not a nagging
duty. Importantly, it always leads to thought and
action, and is not just passive.

In the patient–provider encounter, these broad
characteristics ensure substantial curiosity-driven
cognitive advantages for the physician, as well as
emotive opportunities for both parties (Figure 1).
Their application will yield better quality of commu-
nication and elicitation of the patient’s history, con-
cerns and signs (Figure 1A), and frequent search for
patient-tailored evidence yielding improved decision-
making. Curiosity also underlies tracking belated
tests and verifying patient outcomes, establishing
curiosity as key to imperative feedback, habitual
learning and advancement (Figure 1B). Moreover,
the physician’s interest will soon translate to knowing
and acknowledging the patient,8,10 and correctly
identifying common emotional and contextual prob-
lems that need attention. Increasing empathy and
commitment naturally follow. Thus, curiosity begets
emotional engagement and greater therapeutic effi-
cacy:11,12 patients are quick to sense when their pro-
vider truly cares (Figure 1D, bidirectional arrow) and
respond by better coping and increased satisfaction,
trust and adherence, that may achieve significant
improvement in patient’s quality of life and clinically
important ‘hard’ health outcomes.12–15 A curiosity-
based approach can therefore advance health out-
comes by two distinct mechanisms, cognitive and
emotive, strongly enhancing a currently hampered
patient–provider relationship16 and the provision of
patient-centred care, a major Institute of Medicine
goal17 (Figure 1A, B, D).

These substantial multiple benefits contrast with
the often-prevailing cursory history and examination;
infrequent search for evidence-based solutions;
inattention to patients’ concerns or feelings; and
inadequate patient-centred care or shared deci-
sions.17–21 Expected providers’ gains are no less
important. Up to 60% of physicians report symptoms
of burnout (defined as emotional exhaustion, low

! The Royal Society of Medicine 2015

Reprints and permissions: sagepub.co.uk/journalsPermissions.nav

Journal of the Royal Society of Medicine; 2015, Vol. 108(5) 160–164

DOI: 10.1177/0141076815585057



sense of accomplishment and treating patients as
objects) impairing their quality of life and the quality
of care they provide.22 Arguably, a curiosity-based
approach (including self-directed curiosity as in
reflective, mindful practice; Figure 1E) may consti-
tute an effective antidote,7 infusing daily practice
with experience and meaning: physician’s job satis-
faction is likely to increase together with diminishing
stress, burnout and fatigue, improved wellbeing and
enhanced professional performance involving fewer
errors and greater empathy.

Given the immense impact of the five domains
of curiosity in medicine (Figure 1) and its manifold
prevalent barriers (Table 1),23 bland declarations4,5

need to be supplemented by action. Curiosity is
conspicuously absent from either the Royal
College of Physicians report on ‘Changing doctors
in changing times’ (2010) or the General Medical
Council ‘Good medical practice’ update (2013),
although central to their imperative goals.
Curiosity should be much more in the currency of
educators’ and providers’ thoughts, since current
medical education may in fact have a suppressive
effect on curiosity (Table 1).24–26 However, no tools
exist that capture this intangible qualitative aspect
of the patient–physician interaction. Further

research is clearly indicated, since current evidence
on methods of measuring and cultivating curiosity
throughout medical education remains in its
infancy.

Curiosity should then be evaluated among medical
school candidates as part of the selection process and
nurtured throughout medical school by interventions
that focus on training the eye and the mind as in
visual art observation,6 small-group learning,27

accomplishing a genuinely patient-centred encounter
founded on listening and reacting to the
patient14,25,28–30 and developing habitual mindfulness
and reflection.2,7,16 Reading Fitzgerald’s classic
monograph31 often leaves a deep impression on stu-
dents. Since true curiosity that is detached from the
patient is hard to envisage, increased exposure to bed-
side teaching rounds is likely to foster curiosity,32,33

particularly when led by effective clinician role
models.29 Curiosity could be evaluated by using stan-
dardised patients with ‘half-hidden’ clues amenable
to curiosity. The common accumulating barriers to
curiosity (Table 1)24,31 can perhaps be overcome by
Continuing Medical Education programmes incor-
porating interactive quiz-based folding case presenta-
tions,34 simulation exercises,35 improvisational
workshops,30 Balint groups,36 reflective writing and

Figure 1. Five major domains are strongly affected by curiosity (an original perspective): A. Data collection – more compre-

hensive, better elicitation of the patient’s history, narrative, contextual factors and improved observation and detection of

examination findings. B. Learning opportunity – patient-oriented, reflexive problem-based learning. Curiosity facilitates finding the

best available answers for the patient, underlies a habit of obtaining follow-up, and ensures continuous professional development.

C. Research – potential trigger of formulating a general research question and developing future original research. D. Personal view

– understanding the patient’s identity and ubiquitous emotional aspects, whether primary or reactive to the illness. Sensed by the

patient, it leads to reciprocal trust, adherence and improved health outcomes. E. Mindfulness, introspection, reflection equal self-

directed curiosity that improves indicators of patient-centred care and physicians’ well-being.7 A (data), B (learning) and C

(research) are predominantly cognitive, while D (personal) and E (mindfulness) are primarily emotive and promote empathy. A

(data), B (learning) and D (personal) are all patient-centred (highlighted). C (research) is science-centred, and E (mindfulness)

constitutes self-centred-curiosity. Only excellence in C (research) is considered prestigious and associated with career

advancement.
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Table 1. Postulated major obstacles to the expression of curiosity in today’s clinical practice.a

I. Educational deficiencies

� Curiosity ‘below the radar’ – poor awareness

� Too little time spent at the bedside

� Too few role models

� Deficient training in communication and ‘narrative competence’

� Impaired cultural competence skills vs. increasing diversity

� Overwhelming clinical information and detail vs. poor preparation

� Over-emphasis on efficiency, focus and restraint

� Exam-centred learning

� Passive ‘spoon feeding’ � independent learning

� Atmosphere promoting anxiety and detachment

II. ‘Culture of medicine’ factors

� The ‘Hidden curriculum’ – no marks for Curiosity-driven excellence in patient-centred care

� Technology-focused and test-focused encounter, not really patient-centred

� Patient-centred care perceived as time-consuming, unrewarding and non-prestigious

� Patients perceived as wanting prescriptions, tests and referrals – not a ‘Curiosity’-driven encounter

� Defensive practice

III. Work environment factors

� Overburdened schedules vs. time constraints

� Stress from frequent interruptions, administrative burden

� Short ambulatory encounters and short hospital length of stay; poor continuity of care; fragmentation of care

� Diminished sense of control; regulators stressing form-filling and restrictions

IV. Physician’s personal factors

� Preoccupation with personal problems

� Focus on other preferences (e.g. remuneration)

� Poor tolerance of uncertainty

� Worry about possible malpractice litigation – seeing the patient as a potential adversary

� Build-up of unvented work-related emotions (faulty feedback and reflection)

� Overconfidence; remnants of paternalism

� Attrition, fatigue, burnout, cynicism

aBased on extensive literature on patient–physician relations, clinical excellence and medical education.
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narrative-focused exercises37,38 which need to be
more widely disseminated.6,7,38 Training providers
to non-verbally express curiosity, interest and empa-
thy is important and feasible,39 although most non-
verbal communication is subconscious, and sincere
curiosity will be instinctively felt by the patient
(Figure 1D). System changes are also called for
(Table 1, III) but may take more time to implement.16

For now, educational changes, awareness, self-train-
ing and a change in attitude can readily accomplish
much in reinvesting medical education and our
patient–provider relationship with more curiosity.
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